###### What to Learn from this Article?

Early excision in case of osteochondroma of scapula leads to complete cure and waiting till skeletal maturity is unwarranted.

Introduction {#sec1-1}
============

Osteochondroma is a benign, surface neoplasm of the bone and cartilage of unknown etiology though sometimes it is considered more of a physeal defect than a tumor \[[@ref1]\]. The most common site of origin is the metaphysis of tubular long bones, with the distal femur, proximal tibia, and proximal humerus constituting 90% of the occurrences. Flat bones are a relatively rare site for osteochondroma with a 3-4.5% involvement of the scapula \[[@ref2]\]. Even though osteochondroma is the most common neoplasm of scapula, it occurs very rarely in the isolated form, i.e., not part of generalized disorders such as hereditary multiple exostosis, especially in the ventral aspect of the scapula. They are common at childhood and adolescence, in the first two decades of life, and stop growing after skeletal maturity. Usually, they are asymptomatic, but sometimes, they may present with features such as prominence of the lower border of scapula (also known as pseudowinging so as to differentiate from true winging of scapula which is due to weakness of serratus anterior muscle, usually secondary to long thoracic nerve palsy), snapping scapula (palpable, audible, and painful crepitus of the scapula during movements), bursa formation, chronic pain, and severe cosmetic deformities \[[@ref3], [@ref4], [@ref5], [@ref6]\]. Very few cases have been reported where excision of ventral inferomedial scapular exostosis has been done as a part of management of shoulder pain and snapping scapula syndrome and that too have been done in each instance after skeletal maturity \[[@ref4], [@ref7]\]. We hereby present a very rare case report of a solitary exostosis of ventral inferomedial angle of scapula in a 4-year-old boy who had to be excised *en bloc* before physeal closure due to the severe degree and progressive worsening of the symptoms and later monitored carefully for prevention of recurrences.

Case Report {#sec1-2}
===========

A 4-year-old male Muslim boy from Lilong, Manipur, born of non-consanguineous marriage presented to the Orthopedic OPD with swelling on the left side of the upper back ([Fig. 1](#F1){ref-type="fig"}). The patient's mother noticed a small, painless, and non-tender swelling arising from the undersurface of the left scapula when the child was 1½ years old while giving him a bath. It was not associated with fever or inflammation of the overlying skin. The swelling gradually increases in size thereby causing increasing prominence of the inferior and medial portions of the left scapula ultimately leading to snapping sound on shoulder movement. There was no marked elevation of the medial border of the scapula on pushing against the wall except for soft tissue retraction making it more prominent, the pseudowinging scapula. All neuromuscular examinations were normal. It was also associated with pain which was not severe enough to restrict shoulder movements. He had slight discomfort on lying down in supine. The child's own self-esteem became affected as his friends starting making fun of it. The parents had not consulted any doctor on account of financial constraints and the hope that the swelling may subside spontaneously as the patient grows older. At the time of presentation in our OPD, the swelling measured about 3 cm in length (medial to lateral) situated at the ventral aspect of the scapula near the inferior angle. Having explained the need for proper workup of the condition and having taken valid consent, routine investigations, X-rays, and computed tomography (CT) scan ([Fig. 2](#F2){ref-type="fig"} and [3](#F3){ref-type="fig"}) were taken with financial assistance from the authors. Imaging reports revealed a large pedunculated (mushroom-like) bony outgrowth from the ventral aspect of the left scapula near the inferior angle with continuous medulla with the parent bone. Excision of the swelling was done with the patient in semiprone position (the child being small built, prone position was inconvenient) with the left upper limb fully internally rotated to elevate the medial border of the scapula. A 5 cm incision was placed parallel to the lower half of the medial border of the left scapula ([Fig. 4](#F4){ref-type="fig"}), trapezius incised along the skin incision. Rhomboideus major was then incised and the swelling was exposed by retracting the soft tissues subperiosteally. The whole swelling was excised using osteotome ([Fig. 5](#F5){ref-type="fig"}). The incised muscles were properly re-sutured and bleeders cauterized. The excised tissue measured 4 cm × 3 cm × 2.5 cm ([Fig. 6](#F6){ref-type="fig"}), with the cartilage cap measuring about 3 mm in thickness ([Fig. 7](#F7){ref-type="fig"}). Histopathological examination showed thin cartilaginous cap with enchondral ossification toward the base, with underlying trabecular bone along with hematopoietic marrow and fat spaces, which confirmed the clinical diagnosis of osteochondroma ([Fig. 8](#F8){ref-type="fig"}).

![Preoperative clinical photograph showing pseudowinging.](JOCR-7-36-g001){#F1}

![Preoperative computed tomography scan with 3-dimensional reconstruction.](JOCR-7-36-g002){#F2}

![Preoperative X-ray showing the mass attached to the lower end of the scapula.](JOCR-7-36-g003){#F3}

![Intraoperative photograph of incision.](JOCR-7-36-g004){#F4}

![Intraoperative photograph of resection.](JOCR-7-36-g005){#F5}

![Excised specimen.](JOCR-7-36-g006){#F6}

![Specimen cut open to reveal cartilage cap.](JOCR-7-36-g007){#F7}

![Histopathological examination (under high power) of the excised mass showing cartilaginous cap.](JOCR-7-36-g008){#F8}

Pendulum exercise was started after 48 h postoperatively. There was dramatic improvement in symptoms following excision. The patient is being followed up regularly keeping in mind the higher chance of recurrence as compared to those in older children. There was no sign of recurrence till the last follow-up visit at 6 months following surgery.

Discussion {#sec1-3}
==========

Usually, osteochondroma does not produce any symptom unless it is big enough to produce any mass effect \[[@ref8]\]. In the case described by us, although the child was only 4 years old, the tumor was large enough to produce distressing symptoms which directly affected the quality of life of the child.

Solitary exostosis or osteochondroma of the underside of the scapula may produce static winging and snapping shoulder syndrome \[[@ref3], [@ref6], [@ref7], [@ref9], [@ref10]\]. The snapping scapula syndrome was first described by Boinet in 1867. Since then, case reports of painful snapping scapula due to scapular osteochondroma have been infrequent. The syndrome presents with pain in back and around the shoulder girdle with audible and/or palpable crepitus of scapula on scapulothoracic movement \[[@ref2]\]. In this case, apart from the scapula being prominent, it also was associated with considerable pain and palpable crepitus on shoulder movements. Sometimes, there may be a large bursa formation associated with the scapular osteochondroma, which was not seen in this patient \[[@ref5]\].

Plain radiography is the main diagnostic modality. Anteroposterior and lateral radiographs are sufficient to characterize the lesion. In certain bones such as the pelvis and the scapula, a CT scan is useful to localize the lesion when planning resection as was done in this patient. Magnetic resonance imaging is needed only if malignancy is suspected. A bone scan is not useful \[[@ref11]\]. Accordingly, we had taken a CT scan for confirmation of the diagnosis, localization of the mass, and also for preoperative planning.

Histopathology of osteochondroma shows enchondral or lamellar bone connected to normal bone by a thin stalk in continuity with the medullary canal of the native bone \[[@ref2]\]. In our case, the mass was found to be sessile. Thickness of the cartilaginous cap seen in the biopsy specimen also is one of the predicting factors for malignant transformation \[[@ref5]\]. A cartilaginous cap thickness \<1 cm indicates a benign condition whereas a cap, thicker than 2 cm should raise concern for malignant transformation \[[@ref6], [@ref7]\]. Osteochondromas usually stop growing at the time of closure of the physis, and growth into adulthood should also raise suspicion for possible malignancy. As we had removed the entire mass with some margin, there is very less chance if any of such an occurrence. There were no clinical and radiological signs of recurrence of the illness in our patient at 6-month follow-up ([Fig. 9](#F9){ref-type="fig"} and [10](#F10){ref-type="fig"}). The child will be followed up carefully until after puberty to rule out such an eventuality. In solitary osteochondroma, local recurrence after resection is \<2%.

![Radiological image showing no remnant or recurrence of the mass.](JOCR-7-36-g009){#F9}

![Post-operative clinical photograph.](JOCR-7-36-g010){#F10}

Conclusion {#sec1-4}
==========

Conventionally, the approach to the management of symptomatic ventral osteochondroma of the scapula is resection when the patient has achieved skeletal maturity. However, in case of severe symptoms, surgery may be anticipated. In our review, we found the earliest age of resection of ventral osteochondroma to be 8 years \[[@ref12]\]. In our case, the resection was performed at 4 years of age and has not shown any feature of recurrence even at 6-month follow-up. We may therefore conclude that delaying surgery in case of symptomatic osteochondroma of the ventral scapula has no added advantage and complete resection of the mass can yield equally good results even when performed in early life.

###### Clinical Message

Waiting up to skeletal maturity for excision of symptomatic osteochondroma of ventral scapula may increase morbidity and hence unwarranted. In these cases, meticulous and complete excision of the mass can be performed safely without significant risk of recurrence.
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